criteria. These differences are likely a result of narrowing the criteria for diagnosing schizophrenia and differing ascertainment and assessment methods (6) . Continual improvement and refinement of methods to monitor prevalence help to improve estimates of the public health impact of the disease.
Existing structured interviews have not proven very useful for estimating the prevalence of schizophrenia. These interviews were found to be easy to administer and reliable for reporting psychotic symptoms; however; when compared with clinicians' diagnoses, their validity for schizophrenia diagnosis was rather limited (for example, sensitivity was estimated to be as low as 24%) (7) . It was generally found that these structured interviews produced unexpectedly high prevalence rates of hallucinations, delusions, and other psychotic symptoms in individuals not meeting the criteria for schizophrenia diagnoses (8) . For this reason, the use of instruments for monitoring schizophrenia prevalence has been limited in community studies.
The CCHS provides a wealth of data on Canadians' health status, risk factors, and health care use. However, recent lack of confidence in the CIDI module for estimating schizophrenia prevalence, as well as a need to minimize questionnaire burden, led Statistics Canada to modify CCHS items regarding the presence of schizophrenia. The current approach no longer focuses on the reported presence of symptoms but, rather, or the reported presence of a clinically diagnosed disorder; individuals are asked whether they have schizophrenia (response options, yes or no) or any other psychosis (response options, yes or no), as diagnosed by a health professional. This type of questioning is the standard approach for estimating the prevalence of other chronic diseases, such as diabetes, in general health surveys.
Psychiatric epidemiology has come to rely heavily on structured interviews, but there is no a priori reason to believe that self-report items are not of value. Because terminology differs within schizophrenia-related conditions (for example, schizoaffective or schizophreniform disorder), and because patients may or may not identify themselves as having schizophrenia, owing to these differences, the use of a single dichotomous question for the presence of schizophrenia may not prove successful at all.
Beck and colleagues reported that the weighted self-report prevalence of positive responses to the question about schizophrenia in the CCHS was 0.25% (0.18% to 0.32%) (9) . This estimate is on the lower end of those previously reported point prevalence estimates (0.24% to 0.7%) (10); it is also lower than most previously reported lifetime estimates, at approximately 1% of the general population (6) .
The objective of this study is to examine whether a plausible estimate of the prevalence of schizophrenia can be obtained with self-report items of the type typically used to assess other chronic illnesses in general health surveys.
Methods
For analysis, we used data from the CCHS Public Use Microdata File, Version 1.2 (see www.statcan.ca/Daily/ English/051205/d051205d.htm) This analysis used a variable that groups subjects reporting schizophrenia and (or) other psychosis into one variable, "has other psychosis." These items ask subjects whether they have ever been told by a health professional that they have schizophrenia or any other psychotic disorder (this is a derived variable for all people who reported being diagnosed with schizophrenia or any other psychotic disorder). Estimates were also stratified on the basis of age, sex, and province of residence. All estimates were weighted by the master weight provided in the database, and CVs were used to estimate CIs. CVs greater than 33.3 were considered to be of unacceptable quality and, thus, were not reported (as per CCHS Cycle 1.2 Release Guidelines, Public Use Microdata File).
Results
Respondent results for the CCHS (n = 36 984) were weighted to the CCHS Cycle 1.2 target population of 24 767 883 Canadians. The weighted sample was 50.8% female, with most aged 25 to 50 years (42.5%) and most being married or common-law (61.7%) ( Table 1) . Most respondents were employed all year in the previous year (1999-2000) (53.9%), with the main reason for unemployment (in the last week) being student or educational leave (33.2%).
Of original survey respondents, 411 (1.1%) reported having schizophrenia or other psychosis as diagnosed by a health professional. With sample weighting and CVs, the adjusted estimate is 0.9% (0.7% to 1.0%). Of those respondents reporting schizophrenia or other psychosis, 56.4% were female, 54.2% were aged 25 to 50 years, and 42.9% were single. A large portion of these subjects (43.8%) were not employed in the previous year (2000-2001) ; with 31.5% stating illness or disability as the main reason for not working in the last week.
Prevalence estimates of schizophrenia and other psychosis did not vary significantly by age, sex, or province of residence (Table 2) . Stratum-specific estimates were associated with relatively wide CIs, such that differences in prevalence could not be excluded.
Discussion
The lifetime prevalence of schizophrenia is estimated to be approximately1%, ranging from 0.4% to 2.2% (3, 11) . Prevalence is typically the same between sexes, although estimates may not equalize until age 25 years or over because women tend to have a later onset than men (3).
Our estimation of 0.9% results is consistent with previously reported lifetime prevalence estimates (3, 6) . This estimate can be considered a lifetime rate because the questions refer to a diagnosis at any time in the subject's life, not only currently. Estimated prevalence rates did not vary by sex, age, and provinces of residence. A larger proportion of those reporting psychoses were single, were without work in the past year, and stated personal illness or disability as their main reason for not working, compared with those who did not report psychoses (Table 1) .
Conclusions
Problems with the measurement of schizophrenia in population surveys have often resulted in a lack of data collection that might be used to inform public health policy. The tradition of reliance on structured interview modules in psychiatric epidemiology has perhaps resulted in a distrust of self-reported diagnoses in mental health surveillance work. Changing diagnoses or personal reasons for endorsement (for example, disability benefits) or denial (for example, received treatment, stigma, and illness denial) may provide some difficulty with self-report schizophrenia and (or) psychoses. Also, it must be acknowledged that the term "psychosis" is somewhat nonspecific. % of valid n, unless otherwise specified. These estimates pertain to Canadian household residents within the specified age range. b % (CI) unless otherwise specified group difference P < 0.001 (CV > 33.3%), as per CCHS 1.2 Sampling Variability Release Guidelines
The epidemiologic pattern reported here is broadly consistent with the reported literature about schizophrenia epidemiology. The validity of self-report items should be further explored, because such items may be extremely useful in surveillance work in the same way that self-reported diagnoses for other chronic conditions are considered useful. Additional studies incorporating a gold standard diagnostic interview should be carried out to determine the validity of the approach. Méthodes : Nous avons estimé la prévalence autodéclarée de la schizophrénie, à l'aide d'une variable groupée pour toutes les personnes qui ont déclaré la schizophrénie ou tout autre trouble psychotique dans l'Enquête sur la santé dans les collectivités canadiennes, Cycle 1.2 de Statistique Canada (n = 36 984). Les estimations ont été stratifiées selon l'âge, le sexe et la province de résidence.
Funding and Support
Résultats : Parmi les répondants de l'enquête, 411 (1,1 %) ont déclaré souffrir de schizophrénie ou d'autre psychose, diagnostiquée par une professionnel de la santé; l'estimation pondérée et ajustée était de 0,9 % (0,7 % à 1,0 %). Il n'y avait pas de preuve statistique que les estimations de la prévalence de la schizophrénie ou autre psychose variaient selon l'âge, le sexe ou la province de résidence.
Conclusions :
Des études additionnelles incorporant une entrevue diagnostique étalon-or devraient être menées pour déterminer la validité de l'approche. Cependant, les réponses à 2 items autodéclarés de l'enquête fournissent ce qui semble être un modèle épidémiologique plausible. L'information sur le financement et le soutien et les affiliations de l'auteur se trouve à la fin de l'article.
